Objective-To assess whether catheter ablation of fascicular tachycardia can be facilitated by the recording of sharp deflections arising from the mid-septum-inferior apical septum of the left ventricle. Patients and methods-Seven consecutive patients (mean age 29 (range 16-43) years) with ventricular tachycardia originating from the left posterior fascicle underwent electrophysiology study and detailed mapping of endocardial activation. Selection of ablation sites in the last five patients was based on the recording, during left posterior fascicular tachycardia and sinus rhythm, of a discrete potential preceding the earliest ventricular electrogram, which was thought to represent conduction through the posterior fascicle. Results-Patients were treated with low energy direct current or radiofrequency current ablation. The median fluoroscopy and procedure times were 23 (range 6-42) min and 110 (range 50-176) min, respectively. In a follow up period of 4 to 16 months, six patients were asymptomatic and one had minor symptoms. No patient had any change in intraventricular conduction. Similar potentials were also recorded from the left posterobasal septum in three of eight patients who underwent catheter ablation of left free wall accessory pathways. Conclusion-Fascicular potentials can be reproducibly recorded in left posterior fascicular tachycardia and may serve as a reliable marker for successful ablation procedures. The relation of these potentials with the substrate of the tachycardia, however, remains obscure.
Fascicular tachycardias are "idiopathic", sustained tachycardias which probably originate from microre-entry within one of the fascicles of the left bundle branch.'-3 Occasional attempts at direct current (DC) energy or radiofrequency catheter ablation of the origin of fascicular tachycardia have been reported previously4-8 and recently, we and others suggested that the successful ablation site is indicated by the recording of sharp deflections arising from the midseptum-inferior apical septum of the left ventricle.9-" Although these potentials seem to originate from the Purkinje network of the left posterior fascicle, their functional significance as well as their relation with the substrate of the tachycardia itself remains obscure.'0", We report on our experience from the successful application of low energy DC and radiofrequency current ablation for the treatment of seven consecutive patients with posterior fascicular tachycardia which, although responsive to intravenous verapamil, was not controlled by oral treatment. In the last five patients the selection of ablation sites was guided by the recording of a discrete potential preceding the earliest ventricular electrogram and corresponding anatomically to the location of the posterior fascicle of the left bundle branch.
Patients and methods

PATIENTS
From September 1990 to April 1994, seven patients (four men and three women with a mean age of 29 years) with recurrent, sustained ventricular tachycardia and otherwise normal hearts were treated with catheter ablation at St George's and Royal Brompton Hospitals, London (fig 2) . Mapping was started and potential ablation sites were sought by detecting the point of earliest activation of the ventricular electrogram as compared with the QRS complex of the surface ECG (table). In the last five patients, a discrete potential of between 300 and 400 ,uV was reproducibly recorded immediately before the earliest ventricular activation (fig 3) during tachycardia. During sinus rhythm this potential was also recorded at the same ventricular site and could be recorded slightly earlier or later by marginally withdrawing or advancing the catheter towards the apex, respectively. Ventricular pacing during sinus rhythm at a rate similar to that during tachycardia confirmed concordance between paced and tachycardia ECGs. No fragmentation or delayed potentials could be recorded by the mapping/ablation electrode at the same ventricular sites during sinus rhythm. In patient no 1 the tachycardia was not easily inducible, and, most of the time, it was nonsustained, thus prohibiting detailed mapping. Ablation sites, therefore, were mainly chosen according to pace mapping results. Three attempts were undertaken in patient no 2, one with radiofrequency and two with low energy. 
we failed to record any fragmentation which should indicate the area of slow conduction either during sinus rhythm or tachycardia. In contrast to patients with coronary artery disease, patients with structurally normal hearts and ventricular tachycardia may have a relatively small area of slow conduction which produces enough delay for re-entry without displaying prominent and easily recordable fragmentation. 3 Alternatively, the regions of slow conduction and endocardial exit may be close or identical. '7 Recording of the earliest activation during tachycardia in the posterobasal septum and pace mapping have been used to select ablation target sites in fascicular tachycardia.478-1" As also occurs in right ventricular outflow tract tachycardia,'7 18 the earliest endocardial activation time (about 20-25 ms before the onset of the earliest QRS in our series) is considerably later than in patients with sustained ventricular tachycardia caused by ischaemic heart disease (50-100 ms). Optimal pace mapping also has a short stimulus to QRS interval (20- The efficacy of radiofrequency current in this particular setting cannot be judged from our series. It would be interesting to see whether the small, localised lesion produced by radiofrequency is enough to eradicate the focus of this tachycardia.
STUDY LIMITATIONS
The main limitation of our study as well as of the other two series is the short follow up of the patients. In a recent report of 54 patients who underwent radiofrequency ablation of the AV junction, two patients with organic heart disease died suddenly.2' The long-term safety of ablation procedures targeting the ventricular myocardium is not yet established.
The recording of sharp deflections during tachycardia or sinus rhythm is a reliable and reproducible sign for the guidance of selection of ablation sites in patients with fascicular tachycardia. This approach should facilitate the procedure and ensure the avoidance of unnecessary energy discharges into the ventricle. The origin of these potentials seems to be the network of the posterior left fascicle but verification of their physiological significance has not yet been possible.
